We were interested in measuring the proportion of anaesthetic interventions in routine practice that are supported by evidence in the literature. We surveyed our hospital practice, asking anaesthetists to nominate a primary problem (if any) and their chosen intervention. Each intervention was classified into one of four levels according to the strength of the evidence recovered from the literature. We found that 96.7% were evidence-based (levels I-IV), including 32% supported by randomized, controlled trials (levels I and II). These results are similar to recent studies in other specialties and refute the claim that only 10-20% of treatments have any scientific foundation.
Evidence-based medicine (EBM) has been defined by its proponents as the 'conscientious, explicit and judicious use of current best evidence in making decisions about the care of individual patients'. 1 After defining a clinical problem, EBM requires a search for evidence in the literature, its critical appraisal, and then its application to a particular patient.
EBM was first described in detail in 1992 2 and has become a topic of debate in many fields of medicine. Earlier reports that only 10-20% of medical interventions had scientific foundation 3 were found to be inaccurate when Ellis and colleagues reported that 82% of primary medical interventions in 109 patients, by a general medical team at a university affiliated hospital, were evidence-based. 4 Many criticisms of this study were published a few weeks later. 5 Some had been addressed by the authors in their original article and others were addressed in response. The most problematic were whether the results of this single study (from one unit, in one hospital) could be extrapolated to other areas of clinical practice. Similar studies have since been reported in general practice, 6 clinical haematology 7 and surgery, 8 and similar percentages of evidence-based practice were found (81%, 70% and 95%, respectively).
There have also been concerns raised about EBM. 5 9 10 Horan 9 and Goodman 10 have outlined some of the shortcomings related to anaesthesia. Horan questioned the relevance of EBM to anaesthesia because of the frequent use of intermediate outcomes in anaesthetic research and the importance of technical skills and dexterity. 9 We decided to study the extent to which anaesthetic interventions in routine practice are evidence-based.
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Methods
After Ethics Committee approval, we studied prospectively the activity of our department over a 2-week period. Our department provides anaesthesia and pain management services for a large 450-bed adult tertiary referral and teaching hospital, is staffed by 13 full-time specialist anaesthetists, 20 visiting (part-time) specialist anaesthetists and 19 registrars in training (year 1-5). We have most surgical specialties, with the exception of paediatric surgery and obstetrics. In our study we specifically excluded cases treated out-of-hours because they usually have a greater demand for care or have time constraints that would limit co-operation and accurate data collection (note, at our hospital all out-of-hours cases are supervised directly by a specialist anaesthetist and so a selection bias would be unlikely).
We asked the most senior anaesthetist responsible to record summary details of every case managed in the 2-week period. They were asked whether or not their management was routine. Routine anaesthesia was defined as that provided for a healthy patient for which there was no expectation of additional risk. If not, the primary diagnosis and single most relevant therapeutic intervention were recorded. The primary diagnosis was the disease or condition for which the intervention was chosen. The most relevant intervention was that intended to treat or prevent that condition during or after surgery. At the end of each day the data were checked for completeness, ensuring that there was a form completed for each scheduled operation. Any queries were resolved immediately with the anaesthetist On the basis of the evidence recovered, each intervention was classified as per Table 1 . This classification was based on the best available evidence. 1 2 Interventions were considered as evidence-based if they were supported by level I, II or III evidence. Interventions supported by level IV evidence were presented to three randomly selected anaesthetists from our department and were classified as evidence-based only if there was independent, unanimous agreement. Routine anaesthesia was considered to be supported by level IV evidence.
Results are presented as mean (SD) or number (%), and 95% confidence intervals (95% CI). Percentages were calculated using the number of patients (not interventions) studied as the denominator. Baseline characteristics were compared using t tests or chi-square analysis, and PϽ0.05 was considered significant.
Results
During the study, a total of 150 patients had 159 interventions (nine patients had two equally important interventions), in which 354 patients were managed (Table 2) . Patients who had an intervention recorded were more likely to be older, although there were no other significant differences between groups (Table 3) .
A total of 96.7% (95% CI 93.9-99.5%) of anaesthetic interventions were evidence-based (Table 4) . If it is assumed that routine anaesthesia is supported by level IV evidence (total patients studied, nϭ354), then the percentage of anaesthetic practice that was evidence-based increased to 98.6% (349 of 354).
Discussion
In this study we surveyed anaesthetic practice to determine the percentage of interventions that were evidence-based. After forming appropriate questions, we searched the literature and classified the evidence as level I, II, III or IV (Table 1) . We found that more than 96% of anaesthetic interventions were evidence-based (if it is assumed that routine anaesthesia is itself evidence-based, then this value was more than 98%). Our results were similar to those obtained from other specialties, 4 6-8 although it should be recognized that we used a different classification system (previous studies dichotomized the evidence into 'evidence from randomized controlled trials' (our level I or II) or 'convincing non-experimental evidence' (our level III or IV)). We found that 32% of interventions were supported by randomized controlled trials. This latter value is of particular interest compared with reports from other specialties: general medicine 53%, 4 haematology 22%, 7 psychiatry 65% 50 and surgery 24%. 8 There are several potential criticisms of our study. Some of these were evident in the oft-quoted report by Ellis and colleagues 4 and so we planned our study with these in mind. First, we contend that our results can be generalized. We studied a wide variety of surgical patients who were managed by a large and heterogenous group of anaesthetists. Excluding the first author, none of the anaesthetists had any specific knowledge of EBM teaching or methods. We asked anaesthetists to identify a primary problem and the intervention chosen to alleviate that problem. Certainly other interventions may have been used in the perioperative period, for example choice of premedication, regional or general anaesthesia, administration of i.v. fluids, and use of mask, laryngeal mask or tracheal intubation. Some of these may not have been evidence-based, but we felt that multiple interventions could not be categorized clearly and their assessment would have been too complex. We intentionally asked anaesthetists to identify the most important problem and subsequent management strategy. To include less important problems would have complicated the analysis, particularly in view of our decision to use the patient, and not the number of interventions, as the denominator in our calculations.
We searched MEDLINE, the Cochrane Library and two prominent, widely available textbooks (one originating from the US and the other from the UK) for the best available evidence and may have missed evidence from these or other sources. We considered a systematic review of each of the nominated interventions, but opted for a critical appraisal instead. It may be that studies can be found that contradict our evidence. EBM is not a static discipline; the evidence-base is expected to evolve. It was clear from our literature searches that there are some anaesthetic interventions that can never be supported by evidence from randomized controlled studies (level I or II evidence). We recognize that many anaesthetic outcomes are transient events, yet they are still important to patients and we should continue to minimize morbidity and mortality. 9 51 We also found that some interventions not supported by evidence should be amenable to randomized, controlled studies which could provide new evidence to guide our clinical practice. Some of the interventions judged not to be supported by evidence may still, arguably, be considered reasonable practice by most anaesthetists. We chose to use a more stringent definition of 'evidence' to avoid later criticism of allocation bias. We assumed that anaesthesia per se is evidence-based. Certainly history reminds us that anaesthesia made painless surgery possible, 52 and most operations would not be possible without standard anaesthetic drugs and practices. What constitutes a routine anaesthetic can be disputed. Most patients receive an array of interventions and these vary between individual anaesthetists or centres. The preoperative visit, use of monitoring, choice of anaesthetic technique, a variety of drugs and a number of procedures, can make description (and analysis) complicated. Nevertheless, routine practice should be regarded as having level IV evidence. The strengths of our study include the relatively large patient population studied, inclusion of a diverse group of anaesthetists (without specific training in EBM) and the identification of a primary intervention used to manage a perioperative problem considered by the anaesthetist to have an effect on patient outcome. We found that the proportion of evidence-based practice in anaesthesia was comparable with that of other specialties. 
